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Section: Demographic/Record
Info/Patient/RelativeGuardian

1. The trauma number will autpopulate when the chart is
created.

2Record Tab: The fiReccord Created Byo
populate to user logged and creating the chart.

3.Record Tab: The facility name and number will auto
populate

4. Patient tab: The name of the patient will transfer over
from the Record Info Tab.

5. Patient Tab: City FIPS, state, county and country are
autopopulated after entering tlzgo code.
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* MANDATORY NTDS definition fields denoted with BLUE FONT**

Additional clarification from NTDS:

COMMON NULL VALUES

Definition
These values are to be used with each of the National Trauma Data Standard Data Elements
described in this document which have been defined to accept the Null Values

Field Values
1 Mot Applicable

2 Not Known/Mot Recorded

Additional Information
» For any collection of data to be of value and reliably represent what was intended, a strong
commitmeni must be made to ensure the comect documentation of incomplete data. When
data elements associated with the National Trauma Data Standard are to be electronically
stored in a database or moved from one database to another using XML, the indicated null
values should be applied.

» Not Applicable (NA): This null value code applies if, at the time of patient care documentation,
the information requested was “Not Applicable” to the patient, the hospitalization or the patient
care event. For example, variables documenting EMS care would be “Not Applicable™ if a
patient self- transports to the hospital.

» Not KnowryNot Recorded (NK/NR): This null value applies if, at the time of patient care
documentation, information was “Not Known™ {to the patient, family, health care provider) or no
value for the element was recorded for the patient. This documents that there was an attempt to
obtain information but it was unknown by all parties or the information was missing at the time of
documentation. For example, injury date and time may be documented in the hospital patient care
report as “Unknown.” Ancther example, Not Known/Mot Recorded should also be coded when
documentation was expected, but none was provided (i.e., no EMS run sheet in the hospital record
for patient transported by EMS).

Refi to Other Datab
+ Compare with NHTSA V.2.10 - E0Q
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= Irauma Data Editor
2 Denagrhic | Inkey | Prehospial] Refering aclty | ED/Reais| Patien Tiackicg| Posders| Procedires| Dagnoses | Outeame| DA Tracking| M| Custer|
3. Opsraiing Flaom Rizcord . | Palick| | Fektive/Giarcan] [N | (W G

4 Infensiva Care Lin:
FRecod Created |10¢24/201 70802 Record Created E| Recard Carcleie [
Facliey ant Franci Medical =3

5 StepLlown Unt
Intiel Location |

£ Floor

7. Tekmeor, ni

B Obsesvalior) Uit -
9, Bum Uni.

11, Poet fnesthesia Care Unit B

Ideniifiers

Tiauma # | 201511491 Patient Arval [10/242717 :@

Medcal Recaid i Aszaunt i

Fatent Mame: Last
Paiert Dign |

Fit |
InelsionSouros ||

Inchsion Intomaton
’VIT NTOB [~ favonaie

Sudi Log

+" Chech | TaF H [ 5o |smendm| 5 Pint | X Chse H [ Frev| [F Mewt
[ (e 107242077 | Traurua Humber: 20167181 | WRAN. [T

Initial Location

Definition
Where the patient was initially treated when they arrived to the facility.

Element Values: DI Dropdown Menu

1. Resuscitation room 5. StepDown Unit 10. This number missing an element
2. Emergency Department 6. Floor 11. Post Anesthesia Care Unit
3. Operating Room 7. Telemetry Unit 12. Special Procedure Unit
4. Intensive Care Unit 8. Observation Unit 13. Labor andDelivery
9. Burn Unit ?.  Unknown

Data Source Hierarchy Guide
ADT Events

Encounter Report (EMR)
Nursing Notes

Triagei Arrival information
H&P

apwbPE
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2 Trauma Data Editor

Rocordlnla |[Paient| | FelaliverGuardien| [Hetss |

Fecord Infarmation

Fecord Created [10/22/201 91410 2] Record Created B [ HN
Facility IZUTST 05F Saint Francis M=dcd Cerier
Inifial Looztion [

Demnegraphic Ilnpry | Prohoapitel| Referming Facity | EDPesus| Pebient Tracking | Pioviders| Prosesuies | Disgnoses | Oubooms | B8 Tracking | Memo | Custem |
™ Section Conplete

Recard Compleie '

~ Identifiers
Treuma 8 | 20153426 |:> Patient dnival [10/09.2m3 Rl | -
Medical Recod B Azcount § |
Patient Mame: Last || First [Karen Ll I_
Patiert Oiigin | | Incheion Sowrce | |

~Inchigon | rfomation

¥ nioe [ movecae

ALdit Log

[Cusiom

Seave and Ezt

' Checl_<| Icx || & save & Pint | ¥ Close |

[4] Prev

[F] Mest

| Kaien | Arive: 10/9/2019 | Tiaume Nuber: 20753426 | MAH

[af*

Patient Arrival Date: MANDATORY BLUE FIELD; NTDS Definition rules follow.

Definition
The date that the patient arrived to your facility.
Element Values

1. Relevant value for data element

Data source Hierarchy Guide

ADT Events

Triagei Arrival information
Face Sheet

EMS Run Sheet

ED Patient Care Timeline
H&P

Billing sheet

NoohswNE
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Additional Information
» If the patient was brought to the ED, report date patient arrived at ED. If patient was directly
admitted to the hospital, report date patient was admitted to the hospital.
» Reported as YYYY-MM-DD.

Associated Edit Checks
Rule ID Level Message

4501 1 Date is not valid

4502 1 Date out of range

4503 2 Element cannot be blank

4505 2 Element cannot be “Not Known/Not Recorded”

4506 3 ED/Hospital Arrival Date is earlier than EMS Dispatch Date

4507 3 ED/Hospital Armmval Date is earlier than EMS Unit Amival on Scene Date
4508 3 ED/Hospital Arrival Date is earlier than EMS Unit Scene Departure Date
4509 2 ED/Hospital Arrival Date is later than ED Discharge Date

4510 2 ED/Hospital Armval Date 1s later than Hospital Discharge Date

4511 2 ED/Hospital Arrival Date is earlier than Date of Birth

4513 3 ED/Hospital Arrival Date minus Injury Incident Date is more than 14 days
4515 2 Element cannot be “Not Applicable”

4540 1 Single Entry Max exceeded
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Bl Trauma Data Editor —mn
Demographic | Injuy | Prehospital| Refering Facilty | ED/Resus | Palient Tracking | Providers| Procedures | Disgnoses| Dutcome | OA Tracking| Memo | Custom |
RlecordInfo | Patient | Relative/Guardian | Notes | I Section Complete

Record Information

Record Created |10/22/2019@14:10 f Record Created By Record Complets [
Facilty |20757 OSF Saint Francis Medical Center

Initial Location I_

Identifiers

A
Trauma #t | 20153426 Patient Anival [10/09/2013 E@| : 4 |
Medical Record # Account 8 [
Patient Name: Last || First [Karen M
Patient Origin I_ [ Inclusion Source l_ |

Inclusion Information

IY nToB [~ Advocale
Audit Log Custom
+ Check I IMex I B save | Save and E!\ll (8 Print | X Close I [{] Prev | [ Neletl
[Karen Arive: 10/3/2019 | Trauma Number: 20153426 | MAN: | [a]=

Patient Arrival Time: MANDATORY BLUE FIELD; NTDS Definition rules follow.

Definition
The time that the patient arrived to your facility

NOTE: If the patient was brought to the Ef@port time patient arrived at ED. If patient was directly
admitted to the hospital, report time patient was admitted to the hospital.

Element Values
1. Relevant value for data element

Data Source Hierarchy Guide

ADT Events

Triagei Arrival Information
FaceSheet

ED Patient Care Timeline
EMS Run Sheet

H&P

ok wnE




Section: Demographic/Record Info/Patient/Relat®eardian

Associated Edit Checks
Rule ID Level Message

4601 1 Time is not valid

4602 1 Time out of range

4603 2 Element cannot be blank

4604 3 EDV/Hospital Arrival Time is earlier than EMS Dispatch Time

4605 3 ED/Hospital Armval Time is earlier than EMS Unit Armval on Scene Time
4606 3 ED/Hospital Arrival Time is earlier than EMS Unit Scene Departure Time
4607 3 ED/Hospital Arrival Time is later than ED Discharge Time

4608 2 ED/Hospital Armival Time is later than Hospital Discharge Time

4609 2 Element cannot be “Not Applicable”

4640 1 Single Entry Max exceeded
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#1 Trauma Data Editor _ O] x|
Demagraptic. | iy | Prehospital] ReferingFaciky| ED/Ress| Patient Tracking| Provicers | Procedures | Diaghases| Dutcome| | GA Tiackina| Memo || Custom|
FRecord Info -_- ™ Section Complete

Rezord Infarmetion

Record Created |10/24/201 T@03.06 Fiecord Created By F\ecurdCDmetsl_
Faciliy |20757 05F Saint Franci: Medizal Center
Initial Location ,_
Identifier
Trauma # [ 20151191 PatientAmival [10:24/2017 [ [
Medica Fiecord # Aecount ¥ |
Patient Hae: Last [ Firg | I I_
Patient Origin | | Inclusion Souce | |
- Inclusion Information
[¥ nToB [ tdvocate
Audit Log [Custonm
+" Check | TQIP ” I save |SavaandE§l| & Pint | > Close || [4 Prex mmexll
[ | Arrive: 10/24/2017 | Trauma Mumber 20751191 | MBM: [ [&l™
Medical Record Number
Definition
Number assigned to patient (MRN): Every patientd6s number is unique
visit.

Element Values
1 Relevant value fodata element

Data Source Hierarchy Guide:

1. Face Sheet
2. EMR Banner
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B Trauma Data Editor

Demoraphic | riuy. | Pishosaital| Refering Facilty| ED/Rzsus| Patient Tiackina)| Providers| Procedures | Dizanases| Dutcane| 04 Trackina| Mena | Custor]

Rezcrd Infa _—- I” Secton Coniplete
r~RAzcord Infermaton
Fecord Created [10/24/2017@08 05[] Fecord Cregted By [JMMATSON  [luie Matzon Recoed Camplete [
Faciliy [20757 [0SF Sairk Fiancis Medical Carier

Intisl Location | [

" | dentifisrs
Trauma # | 20151191 Patient Aurival I1DH2-UEEH7 f @ |
Medical R ecord # — Account # |
Patient Mame: Last | Fist | M
Fatent Drigin l_ | Inclusion Source I_ |
rIrclugion | Homation
[T nroe [ mdvocate
AuditLog Cuistom I

~ Chack | 0P || e | Sawe and Egtl & Print | X Close || & F'revl Neﬁll

| | Armive: 10/24/2017 | Trauma Number 20151191 | MAR: [ [&[
Account Number

Definition
Patient number assigned for that specific encounter: primarily used for billing and coding.
Element Values

1 Relevant Value for Data Element

Data Source Hierarchy Guide

1. Face Sheet
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3 Trauma Data Editor _ O] x| 1
Demograptic | iy | Prehosnital| Refening Faciily| ED/Resus | Patiert Tiacking | Providers | Prasecures | Diagnases| Outcome | | @4 Tracking| Mema | Custom |
FRecord Infa _—- ™ Section Complete
 Record Information
Record Created |1EI/‘24."2[I1 Ti@08:06 i Record Created By |JMMAT‘5EII\ |Ju|\a Matson Recaord Complete |_
Facilty [20757 |0SF Saint Francis Medical Cnter
Initial Location I
- Identifiers
Trauma # | 20151191 Patient Anival [10/24/2017 [E|@ [
Medical Record # I Account H |
Patient Narne: Last | First | 1l l_
Patient Origin I I Inclusion Source l_ I
Inclusion Information
[¥ nTDB [~ Advocate

Audit Log I Custam
~" Check | IaP || [ save |SaveandE5it| A rint | K Close ” Epuevl [F] Mest

[ | furive: 10/24/2017 | Traurna Number. 20151131 | MAN | [a]
Patient Name

Definition

Patientdés | egal name.

Element Values

T Relevant value for data element

Data Source Hierarchy Guide

1 Face Sheet
1 Snapshot Demographics
1 EMR Patient Banner
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= Trauma Data Editor

Demogiptic | Iy | Fiehospial| Releiing Facity| ED/Aesus| Palien Tiscking| Frovideis | Procediues| Diagnases| Outcone| OA Tiacking| Mema| Custom|
I™ Section Complete

Recordinto. | Patiert| | Reative/Guardian| [Motes |

13

Record Created [10/26/2017@08:06 Record CrealedBy [IMMATSON [ubebaton
B v | Faciiy [20757 [OSF Saint Francis Medical Center

2. Referiing Hospital Irdkial Localior l—

3, Physicians Office/Urgent Care 0% Cancd' A

4. Extended Care Focilly

. rionm EEEE

Showsll |

Record Complets [

Ideniifier:

Tiauma # | 20151191 Patient Artival |10/24/2017 E@

Medical Record # Aecount #

Patient Name: Last | First [

Patient Origin | | Inclusion Saurce | |

Inclusion Inf

(W NTDB

Audit Log

Custom I

Vi | 1or | Elswe | sweandkst| e | Xoose |

[ Prev| ) N

I | Arrive: 10/2472017 | Trauma Number. 20151131 MAN:

Patient Origin
Definition
Where the patient came from prior to being transported to your facility

Element Values DI dropdown screen

Scene

Referring Hospital

Physicianés Office/ Urgent Car e
Extended Care Facility

Unknown

RES N

Data Source Hierarchy Guide

H&P

Nursing notes

Media tab

Scanned documents

EMS Run Sheet

Referring hospital information

ocouhlhwnNE
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= Trauma Data Editor
Demogiashic. | Iy | Pishospil| Refering Facity| ED/esus | Palient Tracking| Providsrs| Procedures| Disgroses| Outcome| A Tracking| Memo | Custom|
Feecod Info | Patient| Relsive/Gusrdian| Notes | I Section Complete:

Record Created |10/24/2017@08 06 Record Created By JJMMATSOM ' Julie Matson Record Complete: ’_
Facility |20757 IEI SF Saint Francis Medical Center
Iniizl Location |

e ok |
ehospital
3, Emergency Department X Cancel |

4, Acute Care Facity Transfer
5, Service Transter M

6, Retiospective Review Show All
/. Net Applicable
2, Unknown

Trauma # | 20151191 Patient Arival ITMUZDW :i@l

oud # Account #

Patient Name: Last First |
Patient Origin | Inclusion Sowes [ |

Inchusion Information

[Y nTDB

A Log Custonn
Venesk | 1ap || Eswve [ sawveandes| Feim | Xoose | B Fre | ) ew|

[ [ Arive: 10/24/2017 | Trauma Number: 20151131 | MRN; [ [al |

Inclusion Source
Definition

Reason why the patient was included in the trauma registry: where or how it was determined that the
patientshoudbe ncl uded in the organizationds trauma registry. These may
Patient Inclusion Criteria or organizational registry criteria.

Element Values: DI dropdown screen
1. Dead on scene
2. Prehospital
3. Emergency Department
4. Acute Care Facility Transfer

Service Transfer
Retrospective Review
Not Applicable
Unknown

NS oa

Data Source Hierarchy Guide
1 Hierarchy of Evidence depends on the type of patient. Some examples are:
o Dead on Scenk Prehospital/coroner report
Prehospital Prehospital Run Report
Emergency DepartmeitED physician note, ED nurses note
Acute Care Facility TransférH&P, Nurses note, Media tab
Service Transfei Progress note andddpitallnjury
Retrospective Revieiv Audit filters

O o0Oo0oo0o
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B Trauma Data Editor [ _ (o] x|
Demogiaphic | Iy | Prehospital] Referring Facilty | ED/Resus| Patient Tracking| Providers | Procedures | Disgneses | Outcome| 0A Tracking| Mema | Custom |
FRecord Info IPnnent] Relative/Guardian| Notes | ™ Section Complete

Record Information
Fecord Created [10/22/2015@14:10 Record Created By [KEWALLS  [Karen Wals Record Complete [

Facity [20757 OISF Saink Francis Medical Center
Initial Location |

Identifiers
Trauma #f | 20153426 Patient Aival [10/09/2019 Elj@ |
Medical Record # Account B
Patiert Mame: Last || First [Karen M
Patient Origin [ [ Inclusion Source [ [

Inclusion Information
IY¥ NTDB [ Advocate

Aud Log Custom
+ Check I ITex | [ Save | SaveandExt | (G Print X Close 0| val ™ le
| Karen Auive: 10/3/2013 | Trauma Number 20163426 | MAN [ [&[=

Inclusion Information

Definition

Patient meets inclusion criteria for thex checked:NTDS and is eligble to be submitted to the NTD
and/or lllinois Trauma Registry (As of 2019 and forwardhe lllinois box is autgpopulated and
inclusion criteria are identical and follow below.)

Element Values
T Yes
T No

Data Source Hierarchy Guide

1. National Trauma Data Standard Patient Inclusion Criteria for that admission year.
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2020 NTDS Patient Inclusion Critieria:

NATIONAL TRAUMA DATA STANDARD (NTDS) PATIENT INCLUSION CRITERIA

Definition: To ensure consistent data collection across States into the National Trauma Data Standard, a
trauma pafient is defined as a patient sustaining a traumatic injury within 14 days of initial hospital encounter and
meefing the following criteria:

At least one of the following injury diagnostic codes defined as follows:

International Classification of Diseases, Tenth Revision (ICD-10-CM):
*  500-599 with 7" character modifiers of A, B, or C ONLY. (lInjuries fo specific body parts —
initial encounter)
TOT (unspecified multiple injuries)
T14 {injury of uq"soecﬁed body region)
T20-T28 with 7 character modifier of A ONLY (burns by specific body parts — initial
encoL
T30-T32 (burn by TBSA percentages)
= T79.A1-T79.A9 with 7 character modifier of A ONLY (Traumatic Compartment Syndrome —
initial encounter)

EXCLUDING the following isolated injuries:

JC.D-TI‘]-CM

S00 (Superficial injuries of the head)

$10 (Superficial injuries of the neck)

8§20 (Superficial injuries of the thorax)

530 (Superficial injuries of the abdomen, pelvis, lower back and external genitals)
840 (Superficial injuries of shoulder and upper arm)
850 (Superficial injuries of elbow and forearm)

860 (Superficial injuries of wrist, hand and fingers)
870 (Superficial injuries of hip and thigh)

880 (Superficial injuries of knee and lower leg)

890 (Superficial injuries of ankle, foot and foes)

Late effect codes, which are represented using the same range of injury diagnosis codes but with the
7™ digit modifier code of D through S, are also excluded.

AND MUST INCLUDE ONE OF THE FOLLOWING IN ADDITIONTO
(ICD-10-CM S00-599, TO7, T14, T20-T28, T30-T32 and T79.A1-T79.A9) :

= Death resulting from the traumatic injury (independent of hospital admission or hospital transfer
status);

OR
= Patient fransfer from one acute care hospital* to another acute care hospital;
OR

*  Patients directly admitted to your hospital (exclude patients with isolated injuries admitted for electivi
and/or planned surgical intervention);

OR
= Patients who were an in-patient admission and/or cbserved

*Acute Care Hospital is defined as a hospital that provides inpatient medical care and other related services
for surgery, acute medical conditions or injuries (usually for a short-term illness or condition). “CMS Data
Mavigator Glossary of Terms” https://www.cms gov/Research-Statistics-Data-and
systems/Research/ResearchGeninfo/Downloads/DataMNav_Glossary_Alpha.pdf (accessed January 15, 2019).

16
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2020 NTDS Inclusion Criteria Algorithm

NTDS PATIENT INCLUSION CRITERIA

Did the patient sustain one or more
traumatic injuries within 14 days of initial
hospital encounter?

Is the diagnostic code for any injury included
in the following ICD-10-CM range?
500-599, T07, T14, T20-T28, T30-T32, T79.A1
— T79.A9

1

Did the patient sustain at least one injury with

a diagnesis code outside the ranges of ICD-10-
CM codes below?

500, $10, 520, 530, 540, S50, S60, 570, 580, 590

8

CONTINUE TO STEP #2

STEP #2:

Did the patient's injury result in death? “

‘Was the patient transferred from one acute
care hospital to another acute care hospital?

2

Was the patient directly admitted to your

hospital {exclude patients with isolated
injuries admitted for elective and/or

planned surgical intervention)?

8

Was the patient an in-patient admission and,
or

8

Patient NOT INCLUDED in the National
Trauma Data Standard

Patient NOT INCLUDED in the
National Trauma Data Standard

Patient NOT INCLUDED in the
National Trauma Data Standard

Patient NOT INCLUDED in the
National Trauma Data Standard

Patient INCLUDED in the
National Trauma Data Standard

Patient INCLUDED in the
Naticnal Trauma Data Standard

Patient INCLUDED in the
Mational Trauma Data Standard

Patient INCLUDED in the
National Trauma Data Standard

17
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u Data Editor
Demograptic: | Inkay | Prehospial]| Refering Facily || ED/Resus | Patien Tracking| Providers| Procedures | Disgnoses| Outcome | G Tracking| Mema | Custom|
|Recodlnfo. Patient | Relalve/Guardian| Notes | I~ Section Complete
Patient i
Name: Last | First [Karen W
Alias: Last | First | M
ssh
DateotBith [ [ e[ [
Gender ,_ I— Race I_ I_
Ethnicity ,_ I— I_ I_
[ L

| Patient Address Information

ar [ - Postal Code | Homeless [~
Stieet 1
Stieet 2
City
City FIPS [
State [ |
County [ Ahemate Residence [ [
Counlty [ Telephone l_ | -
Custorn
" Check | IMEX || [ Save | smand@| 8 Print | X Close ” @ inl ™ del
| Katen | Anive: 10/3/2018 | Trauma Number: 20153426 | MAN [ [&]=
Alias
Definition

-Known alternate names that the patient uses when seeking medical care
-May also be alternate name given by hospital i f patientds identity]
patient is registered initially under an alternate name. Example: Trauma 12 Male.

Element Values
1 Relevant Value for data element
Data Source Hierarchy Guide

1. Demographics
2. Insurance section
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B Trauma Data Editor [_ O] %]
Demoaiapic | Iniury | Prehospital| Refering Faciity| ED/Resus| Patient Tracking| Providers | Procedures| Disgnoses| Outcome| GA Tracking| Mema | Custom|
Record Info  Patient | Helaﬁw'ﬁuaniml Nde:l ™ Section Complete
[ Patient
Name: Last || First [ M
Blias: Last [ First | M
ss -
‘ S — m
Gond [ [ e[ 1
Eiciy [ [ [~ ]
I

Date of Birth: BLUE FIELD; NTDS Definition rules follow.
Definition
The patient.6s date of birth

Element Values
1 Relevant value for data element

Additional Information
1 Reported as YYYYMM-DD
T I f Date of Birth is fANot Known/ NgeUnRBecordedo,
9 If Date of Birth is the same as the Injury Incident Date, then the Age and Age Units data elements
must be reported

Data Source Hierarchy Guide
Face Sheet

Billing Sheet

Admission Form
Triage/Trauma Flow Sheet
EMS Run Report

arwnE

Associated Edit Checks
RulelD Level Message

0601 1 Invalid value

0602 1 Date out of range

0603 2 Element cannot be blank

0609 2 Date of Birth is later than Injury Incident Date

0610 2 Date of Birth iz later than ED Discharge Date

0611 2 Date of Birth is later than Hospital Discharge Date

0612 2 Date of Birth = 120 years must be less than Injury Incident Date
0613 2 Element cannot be “Not Applicable”

0640 1 Single Entry Max exceeded

NOTE: Agewill auto-fill based on Date of Birth entered.

report

dat a

el

emen



AGE

Definition
The patient's age at the time of injury (best approximation).

Element Values

Section: Demographic/Record Info/Patient/Relat@eardian 20

Relevant value for data element

Additional Information

If Date of Birth is “Not Known/Not Recorded,” report data elements: Age and Age Units.
If Date of Birth is the same as the ED/Hospital Arrival Date, then the Age and Age Units data
elements must be reported.

Must also report data element: Age Units.
The null value “Not Applicable” is reported if Date of Birth is reported.

Data Source Hierarchy Guide

OrB- W N =

Face Sheet
Billing Sheet

Admission Form
Triage/Trauma Flow Sheet
EMS Run Report

Associated Edit Checks

RuleID Level Message

0701 1 Age is outside the valid range of 0 - 120

0703 2 Element cannot be blank

0705 3 Age is greater than expected for the Age Units specified. Age should not exceed 60
minutes, 24 hours, 30 days, 24 months, or 120 years. Please verify this is correct.

0708 2 Element must be “Not Known/Not Recorded” when Age Units is “Not Known/Not
Recorded”

0709 2 Element must be “Not Applicable” if Date of Birth is reported

0740 1 Single Entry Max exceeded
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NOTE: Age Units will auto-fill based on Date of Birth

DI dropdown screen:

X/

oTT

1. Years < 0K
2, Months

3, Days X Cancel
5. Hours —
?, Unknown Q, Search
6. Minutes Tl
7. \Weeks

Show All

AGE UNITS

Definition
The units used to report the patient's age (Minutes, Hours, Days, Months, Years, Weeks).

Element Values

1. Hours 4. Years
2. Days 5. Minutes
3 Months 6 Weeks

Additional Information
« [f Date of Birth is “Not Known/Mot Recorded,” report data elements: Age and Age Units.
+ |f Date of Birth is the same as the ED/Hospital Amval Date, then the Age and Age Units data
elements must be reported.
* Must also report data element: Age.
* The null value “Not Applicable” is reported if Date of Birth is reported.

Data Source Hierarchy Guide
Face Shest

Billing Sheet

Admission Form
Triage/Trauma Flow Sheet
EMS Run Report

G RN

Associated Edit Checks
Rule ID Level Message

0801 1 Value is not a valid menu option

0803 2 Element cannot be blank

0806 2 Element must be “Not Known/Not Recorded” when Age is “Not Known/Not
Recorded”

0809 2 Element must be “Not Applicable” when Date of Birth is reported

0840 1 Single Entry Max exceeded
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Gender. BLUE FIELD; NTDS Definition rules follow.

E Trauma Data Editor [_T0[x]
Demographic | Intay. | Prehospal| Refering Faciity| ED/Resus| Palient Tracking| Providers| Procedues| Diagnoses| Outcome| A Tracking| bema | Custom|

‘Recodnfo Patiznt | Relative/Guardian| Hotes | I~ Sestion Complete

Patient

Name: Last || First | M
Alias: Last | Fist | Mo

ssh [ --
Date of Biith @l Ae [ in
Gender [ | Race
Ethriciy [ |

1T

111

DI dropdown screen element values:

X|

1, Male
2, Female —_—
2, Unknown X Cancel

Vv OK

Q, Search
Show All

SEX

Definition
The patient's sex.

Element Values
1. Male 2. Female

Additional Information

+ Patients who have undergone a surgical and/or hormonal sex reassignment should be reported
using their current assignment.

Data Source Hierarchy Guide
Face Sheet

Billing Sheet

Admission Form
Triage/Trauma Flow Sheet
EMS Run Report

History & Physical

SR W=

Associated Edit Checks
Rule ID Level Message

1101 1 Value is not a valid menu option
1102 2 Element cannot be blank

1103 2 Element cannot be “Not Applicable”
1140 1 Single Entry Max exceeded
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Race:BLUE FIELD; NTDS Definition rules follow.

Demogahic. | Iniuy | Prehospial| efering Facily | ED/Resus| Patint Tracking| Providers| Procedures | Diagnoses| Outcome| A Tracking| Memo || Custom|
[Recardlrfo Patient | Relstive/Guardian| Notes | I™ Section Camplete
Patient
Name: Last || Fist [ M
Alias: Last | First | M
SSN I - -
Date of Bith e[ in[
Race | [ —
Ethricity l_ l_
] —

DI dropdown screen element values:
















































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































